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INTRODUCTION
Vulvar lesions constitute a wide spectrum ranging from non 
neoplastic  inflammatory lesions to malignancies. This varied 
presentation is attributed to the epithelial linings of the vulvar 
region derived from all three layers i.e., ectoderm, endoderm, and 
mesoderm along with their hormonal and immune responses [1]. 
The aetiology of vulvar lesions ranges from infective, inflammatory 
conditions to benign and malignant neoplasms. These could 
be due to sexually transmitted infections or due to sporadic or 
genetically-linked neoplasms. The most common presentation 
of the vulvar lesions is pruritis. Some show nodular masses and 
others remain asymptomatic. Most of the infectious lesions can be 
treated medically.

Benign lesions usually require excision whereas, the malignant 
lesions do not have a good prognosis. This poses challenges to 
clinicians in differentiating non neoplastic inflammatory dermatoses 
from benign and malignant lesions [2]. Squamous cell carcinoma 
of the vulva constitutes 4% of the gynaecological malignancies 
with  a  preceding Vulvar Intraepithelial Neoplasia (VIN), which 
starts as a patch and that needs to be differentiated from 
other inflammatory and benign lesions [3]. Early diagnosis of 
the lesion prevents radical surgery and reduces mortality and 
morbidity. The aim of the present study was to identify and study 
the morphological  spectrum of vulvar lesions with clinical and 
histological findings.

MATERIALS AND METHODS
This is a retrospective observational study that includes the 
clinical presentation and histopathological evaluation of biopsy 
samples received from 85 patients presenting with vulvar lesions in 
Konaseema region. The duration of the study was two years, from 
January 2019 to January 2021 at SS Hospital, Amalapuram.

Inclusion criteria: All the patients above the age of 18 years, 
presenting with vulvar lesions were included in the study.

Exclusion criteria: Patients presenting with pre-existing malignancies 
were excluded.
The patient’s clinical history including age, chief complaints, and 
physical examination findings was noted. 

Study Procedure
All the biopsy samples were formalin-fixed, routinely processed, 
and paraffin-embedded. H&E staining was done. Histopathological 
diagnoses were made and compared clinically. Informed consent 
was taken from the patients for the clinical photographs. The 
procedures followed were in accordance with the ethical standards 
of the responsible committee on human experimentation and 
adheres to the declaration of Helsinki.

Statistical Analysis
The data was analysed using Microsoft excel 2019. Categorical 
data was represented in the form of frequencies. Continuous data 
were represented as mean.
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ABSTRACT
Introduction: Vulvar lesions constitute a wide spectrum ranging 
from non neoplastic inflammatory lesions to malignancies. Some 
show nodular masses and others remain asymptomatic. This 
poses challenges to clinicians in differentiating non neoplastic 
inflammatory dermatoses from benign and malignant lesions. 
Along with the clinical history and physical examination, a 
biopsy of the lesion plays an important role in proper diagnosis 
and treatment.

Aim: The aim of the present study was to identify the 
morphological spectrum of vulvar lesions with clinical and 
histological findings.

Materials and Methods: This was a retrospective observational 
study conducted in the Konaseema region of India for two years 
from January 2019 to January 2021. A total of 85 female patients 
with vulvar lesions were included in the study. Biopsy samples 
were obtained from all the 85 cases and were formalin-fixed, 
routinely processed, and paraffin embedded. Haematoxylin 
and Eosin (H&E) staining was done. Special stains were done 
wherever necessary. The results were analysed using Microsoft 
excel.

Results: The age of patients ranged from 18-88 years. The 
most common age of patients was in the 4th decade (30 cases 

amounting for 35.29%). The mean age of the study population 
was 39.5±15 years. Among the 82 cases, 40 (48.78%) were non 
neoplastic lesions, and 42 (51.21%) were neoplastic lesions. 
Among the neoplastic category, 27 (64.2%) were benign lesions 
and 15 (35.71%) were malignant lesions. The non neoplastic 
category included five infections (12.5%) and 35 non infectious 
inflammatory lesions (87.5%). The infections included one 
case of MC and 4 cases of condyloma acuminatum. The non 
infectious, and non neoplastic inflammatory lesions included 
10 cases of Lichen Sclerosus Atrophicus (LSA), one case of 
Lipomatoushamartoma, four cases of Lichen planus, six cases 
of epidermal cysts, 10 cases of Bartholin cysts and four cases of 
Gartner duct cyst. The benign lesions in the neoplastic category 
included four cases of Hidradenomapapilliferum, four cases 
of Aggressive Angiomyxoma (AA), 12 cases of Fibroepithelial 
Stromal Polyps (FEP), and a case of Leiomyoma. The malignant 
lesions included 14 cases of squamous cell carcinoma and a 
case of extramammary Paget’s disease.

Conclusion: Vulvar lesions can be due to eclectic causes and 
pose a diagnostic difficulty both clinically and histopathologically 
due to their similar presentation. Thorough clinical and pathological 
examination along with proper clinicopathological correlation is 
required for accurate diagnosis and treatment.



Sesha Deepthi Pratti et al., Clinicopathological Spectrum of Vulvar Lesions	 www.jcdr.net

Journal of Clinical and Diagnostic Research. 2023 Mar, Vol-17(3): EC11-EC161212

a 35-year-old female who is Human Immunodeficiency Virus (HIV) 
positive [Table/Fig-3].

The non infectious, and non neoplastic inflammatory lesions 
included 10 cases of Lichen Sclerosus et Atrophicus (LSA). This 
was most commonly seen in perimenopausal and postmenopausal 
women with hypopigmented patchy lesions of vulva associated with 
marked pruritis. One case of Lipomatous hamartoma with a size of 
7×5×4 cm in a 55-year-old female excised from labia majora was 
diagnosed. Four cases of Lichen planus in a 88-year-old patient, 
six cases of epidermal cysts, 10 cases of Bartholin cysts and four 
cases of Gartner duct cyst were included in the non infectious non 
neoplastic inflammatory lesion category.

The benign lesions in the neoplastic category included four cases of 
AA [Table/Fig-4], 12 cases of FEP and a case of leiomyoma [Table/
Fig-5], four cases of Hidradenoma Papilliferum (HP) [Table/Fig-6] 
presenting as a nodular lesion of 1.5×1 cm, and six cases of lobular 
capillary haemangioma {Pyogenic Granuloma (PG)}. The malignant 
lesions included 14 cases of squamous cell carcinoma and a case 
of extramammary Pagets disease. The least age of patients in the 
malignant category was 30 years and highest age was 72 years.

RESULTS
A total of 85 cases of vulvar lesions were included in the present 
study. The age of patients ranged from 18-88 years. The most 
common age of patients was in the 4th decade (30 cases amounting 
for 35.29%). The mean age of the study population was 39.5±15 
years. The common presenting complaints included itching, patches, 
hypopigmented lesions, nodular and warty masses and ulcers. Labia 
majora was the most common site involved. Among the 85 cases, 3 
cases were not willing to get a biopsy done. Among the 82 cases, 
40 (48.78%) were non neoplastic lesions, and 42 (51.22%) were 
neoplastic lesions. Among the neoplastic category, 27 (64.2%) 
were benign lesions and 15 (35.71%) were malignant lesions. The 
non neoplastic category included 5 infections (12.5%) and 35 non 
infectious inflammatory lesions (87.5%). [Table/Fig-1]. The infections 
included one case of MC presenting as umbilicated pearly white 
lesions over the vulva, it being a clinical diagnosis, a biopsy was 
taken to rule out any malignancy. The clinical image of a patient with 
MC is shown in the [Table/Fig-2]. The other infections included four 
cases of Condyloma Acuminatum which presented clinically as a 
warty polypoidal lesions of varied sizes, of which one patient was 

Type of the lesion No. of cases
Mean age of patients 

(in years) Most common clinical presentation Salient microscopic features

Non neoplastic 40 - - -

a. Infectious 5 - - -

1. �Molluscum Contagiosum 
(MC)

1 34.2 Pearly white umbilicated nodule
Epidermal hyperplasia with large intracytoplasmic 
eosinophilic inclusions (molluscum bodies)

2. �Condyloma acuminatum 4 30.6 Polypoid growth
Stratified squamous keratinised epithelium with 
papillomatosis, irregular acanthosis, koilocytic change 
and nucleomegaly

b. �Non infectious 
inflammatory

35 - - -

1. Lichen Sclerosus (LS) 10 42.4 Atrophic plaque with hypopigmentation
Epidermal thinning with loss of rete ridges, hydropic 
degeneration of the basal layer, dermal oedema and 
fibrosis.

2. Lipomatous hamartoma 1 46 Nodule
Sheets of mature adipocytes admixed with 
fibrocollagenous muscle tissue and blood vessels.

3. Lichen planus 4 48.5 Violaceous plaques

Epidermal hyperplasia with acanthosis and 
hyperkeratosis, hydropic degeneration of the basal layer 
with dense collection of lymphocytes in dermoepidermal 
junction and few civatte bodies in epidermis.

4. Epidermal cyst 6 43.2 Cystic lesion
Cyst lined by stratified squamous epithelium with keratin 
material.

5. Bartholin cyst 10 51.2 Cystic lesion
Cyst lined by flattened epithelium with focal squamous 
metaplasia, mucous glands and focal collection of 
lymphocytes.

6. Gartner duct cyst 4 44.2 Cystic lesion Cyst lined by cuboidal epithelium.

Neoplastic 42 - - -

a. Benign 27 - - -

1. �Hidradenoma 
Papilliferum (HP)

4 44.6 Fleshy coloured nodules

Circumscribed tumour composed of papillary fronds, 
tubules and glandular structures lined by cuboidal 
epithelium with focal apocrine type of cells with intact 
myoepithelial layer.

2. �Lobular capillary 
haemangioma

6 47.4 Grey white- reddish nodule
Lobular pattern of vascular proliferation with areas of 
oedema and mild chronic inflammatory cells.

3. �Fibroepithelial polyps 12 41.8 Normal to hyperpigmented growth
Polypoidal growth lined by stratified squamous 
keratinised epithelium with subepithelial adipocytes 
admixed with fibrocollagenous tissue.

4. Angiomyxoma 4 47.5 Greyish-white growth
Dermal tumour with vague nodularity composed of 
bland oval to spindle shaped cells admixed with delicate 
vasculature in an abundant myxoid stromal background.

5. Leiomyoma 1 50 Swelling with overlying normal skin
Spindle shaped cells arranged in intersecting fascicles 
and whorling pattern with bland cigar shaped nucleus.

b. Malignant 15 - - -

1. �Squamous cell 
carcinoma

14 56.0
Irregular verrucous growth with raised 
edge

Sheets and nests of polygonal cells exhibiting 
pleomorphism with keratin pearls.

2. �Extramammary pagets 
disease

1 58
Erythematous to hyperpigmented 
plaques with irregular border

Large pale looking vacuolated cells arranged as 
single cells or in clusters just above the basal layer of 
epidermis.

[Table/Fig-1]:	 Table showing the concised results of the study.
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in People Living With HIV/Acquired Immunodeficiency Syndrome 
(AIDS) (PLWHA) [8]. The infection commonly affects children aged 
2-5 years with an average incubation period of 2-7 weeks. Common 
sites of predilection are trunk, face and limbs in immunocompetent 
individuals and transmitted either by direct contact or through 
fomites or autoinoculation. Hot and humid climate increases the risk 
of acquiring the infection. Genital MC affects sexually active adults 
most commonly and transmitted through sexual contact. The lesions 
are seen on genitalia, pubis, inner thighs and rarely on face and scalp. 
The diagnosis is mostly clinical with the characteristic presentation 
of pearly white, dome shaped, discrete, umbilicated papules. 
PLWHA can present with large, non umbilicated or agminate or 
tender nodular lesions and are difficult to treat [9]. Histopathological 
examination shows cup shaped indentation with hyperplastic 
epithelium and intracytoplasmic eosinophilic inclusion bodies called 
as Henderson-Peterson bodies. The differential diagnoses include 
syringoma and verruca. Basal cell carcinoma, keratoacanthoma, 
cryptococcosis, histoplasmosis need to be considered in large, 
atypical and extensive lesions. The lesions are usually self-limiting 
but take many months to heal. Treatment is done to reduce the 
stigma and transmission [8]. The authors had four cases of female 
genital MC with classical presentation of asymptomatic pearly dome 
shaped umbilicated papules over labia and inner thighs as shown in 
the [Table/Fig-2]. Histopathological evaluation was done to rule out 
the malignancy. It showed cup shaped indentation of hyperplastic 
epidermis with rete ridges proliferating downwards and encircling 
the dermis with characteristic Henderson-Peterson bodies within 
the epidermis.

Condyloma acuminata, also called genital warts are caused by 
Human Papilloma Virus (HPV). There are over 100 strains of HPV 

[Table/Fig-2]:	 Clinical photograph of a patient with Molluscum Contagiosum (MC) 
showing multiple pearly white umbilicated nodules.

[Table/Fig-3]:	 Clinical photograph of a HIV positive patient with condyloma 
acuminatum showing polypoidal growth.

[Table/Fig-4]:	 Microscopic image (H&E, 10x) of Angiomyxoma showing bland oval to spindle shaped cells admixed with delicate vasculature in a myxoid background.
[Table/Fig-5]:	 Microscopic image (H&E, 10x) of Leiomyoma showing spindle shaped cells arranged in intersecting fascicles and whorling pattern with bland cigar shaped nucleus.
[Table/Fig-6]:	 Microscopic image (H&E, 10x) of Hidradenoma papilliferum showing tubules and glandular structures lined by cuboidal epithelium with intact myoepithelial layer. 
(Images from left to right)

DISCUSSION
Vulvar lesions pose a diagnostic challenge to both clinicians and 
pathologists due to their overlapping symptoms and histopathological 
complexity. They range from dermatoses to invasive carcinomas. 
The usual symptoms of vulvar lesions includes itching, pain, 
swelling and mass in the vulvar region [4]. Biopsy followed by 
histopathological examination is mandatory for all the vulvar 
lesions for accurate diagnosis and to decide subsequent therapy. 
For dermatoses, punch biopsy after proper clinical assessment to 
locate the site of biopsy is advocated. Whereas, lesions presenting 
with swelling or mass, excisional biopsy with surrounding normal 
tissue to comment on the invasion is required [2,5]. Topical agents 
like toluidine blue, diluted acetic acid have been used to identify the 
dysplastic/suspicious tissues [6].

The MC is a common viral skin infection caused by double-stranded 
Deoxyribonucleic Acid (DNA) pox virus, belonging to the genus 
Molluscipox [7]. Four subtypes are known, of which MC Virus-1 
(MCV-1) is the commonest. MCV-2 causes infection commonly 

of which, 40 cause anogenital warts and the commonest are 6 and 
11. High-risk subtypes causing malignancy are most commonly 
16 and 18. HPV also causes cutaneous and mucosal warts, 
palmar and plantar warts, Bowen’s disease, epidermodysplasia 
verruciformis, non melanoma skin cancers and cervical, anogenital 
and oral intraepithelial neoplasia and carcinomas [10]. In the present 
study, there were four cases of condyloma acuminata presenting 
with polypoid growth in the vulvar region. One case was tested 
HIV positive [Table/Fig-3]. Excision biopsy was done to confirm 
the diagnosis. Lichen Sclerosus (LS) is the most common vulvar 
lesion, in postmenopausal women and is associated with pruritis. 
LS has an increased risk of developing vulval carcinomas ranging 
from VIN to squamous cell carcinoma. Biopsy is advised in these 
cases to confirm the clinical diagnosis and exclude malignancy 
[11]. The gold standard treatment is ultrapotent topical steroids 
like clobetasol propionate. Follow-up is required in all these cases. 
Present study includes 10 cases of LS presented with atrophic 
plaques and pruritis [12]. Epidermal thinning with loss of rete 
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ridges, hydropic degeneration of the basal layer, dermal oedema 
and fibrosis are seen.

The PG also known as ‘Lobulated capillary haemangioma’, is a 
benign vascular lesion of the skin and mucous membranes, rare 
in the vulvar area [13]. PGs usually present as small polypoidal 
lesions and can ulcerate. This study reports six cases of PGs, 
one case with marked surface ulceration. Microscopically, 
the lesions comprise of lobular arrangement of capillary sized 
vessels with loose fibrous stroma and few inflammatory cells 
with epidermal collarette with surface thinned out epidermis. The 
proposed mechanism in these lesions is an imbalance between 
the proangiogenic and antiangiogenic factors causing vascular 
proliferation. In pregnant women, PGs are hormonal induced. PGs 
are also seen more in association with use of medications like 
retinoids, antineoplastic drugs and immunosuppressants [14]. FEPs 
also called as ‘Acrochordons’ are benign lesions of the vulva and 
vagina in the adult women. They originate from a regressing nevus. 
The tumours may exhibit hypercellularity, pleomorphism and high 
mitotic activity mimicking malignancies and biopsy is necessary for 
a definite diagnosis [15]. FEPs are polypoidal or fleshy outgrowths 
with smooth surfaces, often arise in areas of skin irritation or as 
a process of skin aging and also due to hormonal changes (high 
levels of oestrogen and progesterone). 12 cases of FEPs ranging 
from size 2×1×1 cm to 5×4×3 cm were reported in the present 
study. Microscopically, the lesions are polypoidal and are lined by 
stratified squamous epithelium with fibrocollagenous tissue and few 
scattered inflammatory cells. One lesion showed surface ulceration, 
as larger lesions are more prone for secondary inflammation and 
ulceration [16].

The AA is a rare tumour, locally aggressive in the pelvic perineal 
regions. In 1983, Steeper and Rosai named this lesion as AA 
because of its local recurrence and infiltrative nature- WHO 
categorises this under ‘tumour of uncertain differentiation’. 
Clinically, it presents as a painless slow growing mass and most 
of the times misdiagnosed as vaginal cyst such as Bartholin gland 
cyst or Gartner duct cyst. Due to its high potential for recurrence, 
a regular follow-up is essential. These can attain larger sizes upto 
10 cm [17]. The present study revealed four cases of AA with sizes 
of 5×4 cm and 7×6 cm. One of the lesions was diagnosed clinically 
as a recurrent sebaceous cyst. On gross examination, the tumours 
were lobulated, tan grey with gelatinous to myxoid cut surface. 
Microscopically, these are hypocellular tumours composed of oval 
to spindle stellate cells without atypia embedded in myxoid stroma 
with delicate vasculature [Table/Fig-4]. These tumours are usually 
treated by excision with 1cm wide margin. They have a 30% chance 
of recurrence and usually have only one recurrence [18]. As most 
of these lesions exhibit Estrogen Receptor (ER) and Progesterone 
Receptor (PR) positivity, Gonadotropin Releasing Hormone (GnRH) 
analogues are highly useful in reducing the sizes in case of larger 
lesions, making complete excision feasible [19]. Leiomyomas of 
the vulva are rare tumours, benign in nature and are confused with 
Bartholin cyst clinically. In the present study, a case presenting as 
left vulvar mass of size 4×3 cm at the vaginal introitus. Fine Needle 
Aspiration Cytology (FNAC) was done initially and cytology showed 
few spindle shaped cells in a marked haemorrhagic background. 
As excision was advised, the excised tumour and histopathological 
evaluation showed a circumscribed tumour with spindle shaped 
cells arranged in intersecting fascicles and whorls with bland looking 
cigar shaped nuclei [Table/Fig-5]. Surgical excision is the treatment 
of choice and most of the times diagnosis is done postoperatively 
by histopathology [20].

According to histopathology, benign tumours of the vulvar region, 
considered as adenomas of the mammary like anogenital glands 
based on their histogenesis [21]. This study includes four cases of 
HP presenting as a flesh coloured solid to cystic nodule. Microscopic 
examination showed circumscribed tumours with papillary fronds, 

tubules and glandular structures lined by cuboidal epithelium with 
focal apocrine type of cells with intact myoepithelial layer and areas 
of cystic change [22]. Similar microscopic findings were observed in 
the present study [Table/Fig-6].

About 90% of all the vulvar cancers are squamous cell carcinomas, 
the others include Melanoma, Paget’s disease, Bartholin’s gland 
tumour, Adenocarcinoma and Basal cell carcinoma [2]. Invasive 
squamous cell carcinoma takes a major share in the malignant lesions 
of the vulva. It is a very rare cancer to occur in the vulvar region, 
but can have significant morbidity and mortality. Vulvar Squamous 
Cell Carcinoma (VSCC) and VIN can be HPV-associated or HPV-
independent. They have different clinical and histopathological 
findings. HPV-independent VSCC occurs in old-age and histologically 
has well-differentiated keratinising carcinomas, and the precursor 
lesions are differentiated VIN (dVIN). HPV-associated VSCC occur 
in younger age individuals and histologically had basaloid or warty 
carcinomas and usual Vulvar Intraepithelial Neoplasia (uVIL), 
sometimes associated with LS as a precursor lesion [23]. HPV16 
is the most common type identified in these lesions. Other reported 
HPV types reported include HPV 18, 31, 33, and 45. Immunostaining 
with p53 and p16 (INK4a) can aid in detecting HPV association with 
VSCC. HPV associated VSCC stain positively for p16, whereas 
HPV-independent VSCC stains positively with p53. The most 
common histological type of VSCC is keratinising type, followed by 
basaloid and warty types. Although the pathways for development 
of HPV-associated and HPV-independent are different, not much 
difference has been observed in the prognosis of the tumours [24]. 
In the present study, 14 patients diagnosed as VSCC with a mean 
age of 56±11.24 years. Eight were postmenopausal and six were 
premenopausal. Nine of them presented with nodular growth in 
the vulvar region whereas, the other five presented with ulcerative 
growth over the vulva. Punch biopsy specimens were received in 
13 patients and wide local excision of the growth with nodes from 
bilateral inguinal lymph nodal dissection was obtained from one 
patient. Keratinising pattern was observed histologically in eight 
of the cases and basaloid pattern was observed in six cases. Six 
patients from the premenopausal group tested positive for HPV and 
the remaining eight patients from the postmenopausal group tested 
negative for HPV.

Extra Mammary Paget’s Disease (EMPD) is a relatively rare condition. 
It is more common in the apocrine gland predominant regions like 
penis, perineum and vulva. Its incidence is as low as 1-2% of all 
the vulvar malignancies and is slowly raising in the Asian population 
[25]. The most common presenting symptoms include pruritis, pain 
and oedema, leukoplakia, hyperkeratosis, ulceration and bleeding 
in high apocrine gland areas. It is often misdiagnosed pertaining to 
the multiple differential diagnoses for EMPD including LS, dermatitis, 
Tinea, vulvovaginitis, and intertrigo [26]. Histologically, Paget’s 
disease has been classified into primary and secondary. Various 
theories have been established for the development of primary 
EMPD, which include [27,28]:

a.	 From the apocrine glands which are intra-epidermal, and from 
the basal layer.

b.	 From the inter-labial fold has mammary-like glands, which can 
give rise to paget’s disease.

c.	 From the Toker cells, alleged to be the precursors of Paget cells.

Secondary paget’s occurs due to epidermotropic metastases 
from underlying genitourinary or gastrointestinal malignancies [29]. 
The diagnosis of EMPD is confirmed by skin biopsy, which shows 
large cells with abundant amphophilic cytoplasm with buckshot 
distribution. Mucin Core Protein MUC5AC and gross cystic disease 
fluid protein-15 are usually positive in primary EMPD [30]. Both 
surgical and non surgical techniques have been established for the 
management of EMPD. Surgical procedures include a myriad of 
techniques ranging from a simple wide local excision to more radical 
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Variables Present study Ozdemir O et al., 2015 [1] Bhat DM et al., 2019 [2] Mohan H et al., 2016 [5]

Mean age of patients 39.5±15 46.27±14.32 3rd decade 38.2

Most common symptom Itching and patches over vulva Itching (47.9%) Itching and /or papules Itching and white plaque on vulva (50%) 

Most common site involved Labia majora Labia majora (55.1%) Labia majora Labia majora (51.18 %)

Nature of lesions

Non neoplastic (48.78%)
neoplastic (51.22%)
Benign (32.9%)
malignant and premalignant 
(18.29%)

Non neoplastic (65.4%)
neoplastic (34.6%)
Benign (30.8%)
malignant and 
premalignant (3.8%)

Non neoplastic (50%)
neoplastic (50%)
Benign (26.47%)
malignant and premalignant 
(11.76%)

Non neoplastic (55.29%)
neoplastic (29.41%)
Benign (46%)
malignant and premalignant (54%)

Most common non neoplastic 
lesion

Lichen sclerosis et atrophicus 
(LSA) (25%)

Lichen sclerosis et 
atrophicus (LSA) (17.5%)

Lichen Sclerosus et Atrophicus 
(LSA) (23.52%)

Lichen sclerosus et Atrophicus (LSA) 
(38.30%)

Most common infectious lesion Condyloma acuminatum (80%)
Condyloma acuminatum 
(11.8%)

Condyloma acuminatum (5.88%) Condyloma acuminatum (7.41%) 

Most common benign 
neoplastic lesion 

Hidradenoma papilliferum (HP) 
(14.8%)

Fibroepithelial polyp (7.2%)
Hidradenoma papilliferum (HP) 
(8.82%)

Fibroepithelial polyp (52.17%)

Most common malignant 
neoplastic lesion

Squamous cell carcinoma 
(93%)

Squamous cell carcinoma 
(40%)

Squamous cell carcinoma (50%) Squamous cell carcinoma (62.96%)

[Table/Fig-7]:	 Comparison of the present study with other studies [1,2,5].

techniques like partial and total vulvectomy. Mohs micrographic 
surgery and liner strip skin biopsy have also been reported useful 
for EMPD. Non surgical techniques include photodynamic therapy, 
radiation therapy, laser therapy and application of topical creams 
like Imiquimod, Bleomycin, and 5-fluorouracil (5-FU). These non 
surgical techniques are mostly as adjunct to surgical treatment [26]. 
The prognosis depends upon the invasion of the dermis. The more 
invasive the tumour is, the worse is the prognosis [30].

One case was diagnosed as EMPD in the present study. The patient 
was a postmenopausal woman with pruritis and whitish lesions 
over the vulvar region. Punch biopsy specimen was received for 
histopathological examination. Microscopically, amphophilic cytoplasm 
in large cells with buckshot distribution was seen and stained positive 
for MUC5AC. This is a table comparing the present study with various 
other studies published in the literature [Table/Fig-7] [1,2,5].

The mean age of patients in the present study was in the 3rd decade, 
similar to all the studies except for the study by Ozdemir O et al., 
(4th decade) [1]. Most common site of involvement was labia majora 
in all the studies. Itching has been reported to be the most common 
patients. Non neoplastic lesions were the most common lesions 
in all the studies. Bhat DM et al., reported an equal incidence of 
both neoplastic and non neoplastic lesions [2]. Lichen sclerosis et 
atrophicus was the most common non neoplastic lesion, whereas 
Squamous cell carcinoma is the most common malignant neoplastic 
lesion in all the studies [1,2,5].

Limitation(s)
Biopsy was not done in three cases of MC but has been diagnosed 
based on clinical findings. Since, the cases presented only in the 
past two years have been taken into consideration there might a 
change in the proportion of the cases over a long period of time. 
Some cases which did not require biopsy were not included in the 
clinical spectrum.

CONCLUSION(S)
Vulvar lesions cause apprehension to women in terms of both 
personal and sexual concerns. Along with the clinical history and 
physical examination, a biopsy of the lesion plays a very important 
role in proper diagnosis and treatment and in decreasing the 
patients’  apprehension. The aetiology of vulvar lesions ranges 
from infective, inflammatory conditions to benign and malignant 
neoplasms. These could be due to sexually transmitted infections 
or due to sporadic or genetically-linked neoplasms.
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